Individual support Clinical reports highlighted the need for counselling intervention following AIDS-related diagnoses long before HIV antibody testing was available'P, or indeed before the virus was first reliably characterized'. With the widespread patient and carer recognition of the high fatality rates associated with AIDS4, reactions to diagnosis have included those familiar to oncologists and oncology counsellors" r".
Many writers have identified consistent themes in post-diagnostic reactions", together with consistent psychiatric and psychological concerns that invariably arise to complicate further management ( Table 1 ). The wide range of neurological syndromes identified in the context of HIV infection? also conspire to complicate counselling management at a time when patients and their loved-ones are particularly vulnerable. The range of neurological and psychiatric/behavioural problems associated with management of people with AIDS I O are presented in Table 2 . An interesting and consistent feature emerging from research of reactions seen in groups ofsymptomatic HIV seropositives concerns the higher levels of expressed psychological disturbance in those without AIDS but with chronic HIV disease (ARC)lI·12. These higher levels of morbidity are considered to reflect the greater degrees of uncertainty felt by those with less certain disease outcomes. Those with AIDS at least know finally what the enemy is.
Practically speaking, patients in all groupswhether asymptomatic or symptomatic -show considerable overlap in terms of the anxieties revealed in counselling. Many of these are presented in Table 3 . In providing individual support, it is vital in all groups to recognize the importance and management utility of including in the counselling process other individuals who are close to and nominated by the patient13. Most intervention concerns the way in which psychological phenomena arising from HIV vulnerability interfere with patients' relationships with others I 4 • 15 • Overall, the general structure of developed counselling services has evolved from a synthesis of hospital/clinic and community services. The majority of reports detailing psychosocial intervention reveal broadly consistent approaches, utilizing behavioural and cognitive techniques in concert with a wide range of community support agencies and social services l s • 16 • There have not, as yet, been sufficient data to demonstrate the overall effectiveness of any particular counselling methodology in managing the consequences ofidentified infection or disease. There is, however, an increasing amount of information concerning the impact of various groups of health education initiatives designed to reduce high-risk sexual behaviour.
Health education
The only way presently available to stop the HIV pandemic is to motivate a reliable change in the sexual behaviours of those at risk. In order to change, information about what and how to change must be provided. In view of this single fact it is surprising to witness the relative lack of urgency that has accompanied the appearance of Governmentsponsored health education in the UK and other countries.
Whilst it is difficult to assess precisely the effectiveness or generalizability of changes made in high-risk sexual behaviour across groups!", some studies are suggestive. In a three-month follow-up of112 patients, it was found 105had changed to safer sex by avoiding unprotected anal intercourse and non-monogamous relationships!". These changes occurred in the context of individual counselling and therapist. encouraged involvement in peer-group community agencies which endorse a rigid safer-sex ethic. Similar trends have been reported from different samples in other countries S • I S -21, showing changes in sexual behaviour of homosexual men towards lower numbers of partners with an increase in safer sexual behaviour. These studies tell us little, however, about the impact of public health education on the broader front.
A series of studies on the recent Government health campaign in the UK press 2 2 showed that the advertisements were failures: they did not adjust public misconceptions or anxieties about AIDS, did not motivate a change to safer sexual behaviour in groups currently having low seroprevalence, and over 90% of all those surveyed asked for more information than the advertisements provided. Perhaps the lack of effect was due to the advertisements being understandable to only 24% of the population on the first attempt, and 75% on the second'". The general lack of public information and confidence in central management of the epidemic is consistently reflected in responses to recent media 'polls'23 -25, which showed a majority of the population clamouring for further information and compulsory antibody screening, with identification cards and quarantine measures for those found infected. It seems clear that the mandate is there for the urgent provision of a clear, creative and explicit public health drive.
Staft'support and training
The intensity of and workload associated with HIV and AIDS-related counselling exacts a considerable toll on the workers invclved?", One recent study2? highlighted the high risk of 'burnout' among AIDS physicians, revealing very high levels of depression, stress/anxiety and rumination over their own health. There is also an unacceptably high level of ignorance of HIV disease and its medical, nursing and psychosocial management in our hospital and community staff. Staff are altering the way they relate to their patients as a consequence of fear about HIV. For example. in response to the minute possibility of staff infection through poor occupational standards and accidents", many doctors are advocating routine mass screening of their patients for HIV antibodies despite: (a) the demonstrated efficacy of anti-hepatitis B infection-control procedures; (b) the significant false-negative rate associated with the antibody test; (c) the shortage of suitably qualified and experienced counselling staff and resources required to employ them; and (d) the high potential for generating individual psychosocial and psychiatric casualties, including suicides:". The additional spectre of doctors picking and choosing their patients clearly violates the vocational basis upon which medicine and its allied professions are practised and sets a hazardous precedent for the future conduct of all health professionals.
Conclusion
The effectiveness of HIV-related counselling has yet to be satisfactorily demonstrated on all levels of intervention described -individual and carer support, public health education and staff support and training. There is an urgent need for counselling methodologies to be tested and implemented so as to ensure a consistent, vigorous and effective initiative that results in the improved quality of response to those with infection and disease. Given that the essence of counselling is to change the ways in which people relate to each other, perhaps AIDS should be regarded not so much as a medical phenomenon with some social issues attached, but as a social phenomenon with some medical issues attached. Such a change of emphasis in the planning of resources might result in a greater public familiarity with and tolerance for presently problematic aspects of this terrible disease. As public concern about the acquired immune deficiency syndrome (AIDS) has grown, so has the temptation to moralize about it. The Times, for example, recently advised its readers 'that traditional morality is the best way of avoiding a horrible death", A reviewer in The Listener, by contrast, after watching too many television programmes on the subject, despairingly concluded by commending 'Mr Julian Critchley's advice that the only safe pleasure in life is a bag of boiled sweets". Moralizing about medical matters is a risky business for those who are not doctors, and perhaps even for doctors who are not specialists in the relevant area. Certainly as a theologian, initially bemused by such medical headlines as 'AIDS in primates', I have to take seriously the comment of the Catholic theologian Karl Rahnerthat the medical' "detail" of which the theologian is ignorant, or of which he has only a very vague notion ... might be the very detail which would alter the whole conclusion' of his moral argument", What, for example, of the individual who takes The Times' advice and subsequently limits his sexual relationships to one partner? If the 'detail' in his case is that he or his partner, without knowing it, already is infected, he may (as I understand it) be at greater risk of developing AIDS as a result of his moral reformation than if he continued to have casual sexual relationships with partners who happened not to be infected.
In this example, of course, the other side of the moral question is the risk to the casual partners. And again, if they are casual, what guarantee is there that they are not infected? The Times therefore may be justified in hoping that the risks of AIDS 'might well persuade people to avoid even the limited risks of safe sex'. On the other hand, the problem about advocating 'a return to traditional sexual morality' is not only that this morality was often honoured as much in the breach as the observance. It is also that the more liberal sexual morality of the decades before AIDS was supported by intellectually respectable and compassionate arguments which many people still find cogent. AIDS certainly destroys the argument (never very convincing) that sexually transmitted diseases need no longer be taken into account when thinking about sexual morality. But that argument was only one among others leading to the conclusion that human sexuality should be seen in more positive and benign terms than 'traditional morality' generally allowed. Other relevant arguments included those related to population pressures, effective contraception, the changing role ofwomen in society, recognition of the civil liberties of homosexuals and awareness of the significance of the unconscious. Such considerations make a general 'return to traditional morality' less likely, not least because even the old religious arguments for this have lost some of their theological justification. More to the point at present, I think, is the moral response to AIDS which recognizes the benefits as well as the risks of more liberal attitudes to sex, and which encourages responsible behaviour without dividing society.
I shall return to this theme at the end of the paper. At this point I want only to suggest that the desire for simple answers to the moral questions raised by AIDS is not very helpful. The moral questions raised by AIDS, on the whole, are not very simple. Nor, on the other hand, are most of them new: most are perennial problems of medical ethics, albeit raised now with greater public urgency. In what follows, I shall discuss some of these problems -related to medical beneficence, respect for autonomy, compulsory screening, costs and benefits, and confidentialityand conclude by returing to the question of an adequate moral response to AIDS.
Medical beneficence
The risk to those caring for AIDS patients of being infected by the human immunodeficiency virus (HIV) is reliably stated to be 'negligible provided that basic standards appropriate to the care of all patients are applied", Despite this, there have been reports, mostly anecdotal or from the USA, of health-care personnel being unwilling to care for these patients or even for individuals from high-risk groups. Clearly, in surgical, obstetric and other medical contexts there are practical problems about how to minimize the risk of infection to doctors and other carers: in psychiatry these might be involved, for example, in 0141-0768/87/ 050281-03/$02.00/0 "1987 The Royal Society of Medicine
